I HAVE the pleasure of now showing you on the screen, by means of the epidiascope, the microscopical sections from the case I exhibited on March 5 and May 7.1 Considerable difference in opinion appears to exist as to the origin -and attachments of these growths, the question of a capsule, the position of the blood-vessels and sinuses, and the best method of removal. Further confusion takes place through not differentiating them from fibrous growths originating in the nasal cavities.
I think the sections shown to-day will help to clear up some of the points which have been recently discussed, and assist us in coming to a satisfactory conclusion. THE GENERAL STRUCTURE OF THESE GROWTHS.
They are composed mainly of a dense white fibrous tissue, strands of which may be seen spreading out from their basal origin. A longitudinal section microscopically shows these fibres displayed parallel with each other, with a tendency to interlace. Scattered about and embedded between the fibres are a variable number of connective tissue cells, in some parts densely packed. Figs . 1 and 2 are photdgraphs showing the fibrous stroma very rich in connective tissue cells.
These growths also contain a large number of thin-walled bloodvessels and large cavernous sinuses.
SEAT OF ORIGIN. They arise from a broad base in the thickperiosteum covered by mucous membrane which lines the roof of the nasopharynx, a comparatively narrow and limited area corresponding to the basilar process Angeio-fibroma of tjie nasopharynx removed from a boy, aged 16. It measured 1J in. in its longest diameter and 14 in. in its shortest. The broad basal attachment to the basi.sphenoid'and occipital bones is shown, also its prolongation into the left naris. of the occipital bone, and the body of the adjoining sphenoid. They are very firmly attached to both periosteum and bone. For example, in a transverse section through the base of this growth spicules of bone were found attached to the periosteum, which interfered with the cutting of the specimen. As the tumour grows, the base increases in extent and fresh attachments arise, due either to the spreading from. the original source or to adventitious attachmeints being formed as a result of inflammatory action. In cases reported of additional origins-e.g., the' margin of the internal pterygoid plate, within the spheno-palatine and spheno-maxillary foss&e-we may conclude that these were extensions from the original growth. Reference to sections through the base of the growth shows the fibrous tissue to be denser there than in other parts, and the naked-eye specimen shows the fibres disposed 'in lines converging from their basal origin.
THE INVESTING MEMBRANE.
Many authorities describe a " capsule" to these growths. They are covered by an investing membrane, which consists of the mucous membrane lining the vault, sometimes comparatively thick, but more frequently thinned away by the increasing pressure of the growth. Fig. 5 shows a portion of the free surface of the growth with its investing mucosa attenuated and partially devoid of epithelial cells, but nothing which could be correctly described as a capsule; hence this term is misleading and is better not used. A few mucous glands may be seen a short distance below the surface. THE VASCULAR SUPPLY. Fig. 5 shows, both superficially and deeply placed, many thin-walled vessels and cavernous spaces. They are lined by a single row of endothelial cells, which are well seen in figs. 3 and 4. Being devoid of a contractile coat and embedded in the dense fibrous tissue, these vessels do not contract when cut across. In these tumours the central portion of the growth appears to be much more vascular than the peripheral portion, and here the cavernous spaces predominate; hence the risk of dangerous haemorrhage through cutting into or tearing the body of the tumour, well shown in fig. 3 , which should be compared with fig. 5 . In one section through the base of the growth, the fibrous tissue is denser than elsewhere, and the number of vessels, although they are of considerable size, is relatively smaller. Here and there a vessel furnished with a muscular wall is encounitered. This-is of great importance from the operative point of view, and is a.guide to the position for attack.
EPISTAXIS.
When this case was shown on March 5, Dr. Dundas Grant1 suggested that the growth was not very vascular, since spontaneous epistaxis had not occurred, but though generally considered a characteristic feature of these growths, it certainly does not always happen. In the earlier stages epistaxis is quite unusual. In the case shown by Mr. E. D. D. Davis' epistaxis was absent, as also in Dr. Peters' case,2 shown at the Laryngological Society in 1906, and one reported by Mr. Guthrie.3 These were all early cases. When bleeding does occur it is due to surface erosion, owing to the pressure of the growth on its investing mucous membrane. All these points require to be taken into consideration in determining the best method for the removal of these highly vascular growths.
1.1G. 5.
Free surface of growth showing some of the investing mucosa (the so-called capsule) and a few mucous glands, lying a short distance below the surface. (Low power.)
CONCLUSIONS.
(1) These tumours should, in my opinion, be approached via the rnouth and nasopharynx, attacked at their base, and removed through tho mouth. This is the route recommended by Doyen, Moure, Escat, Laurens, Lubet-Barbon, and other French surgeons. There is greater freedom of access by this route than through the nose, and since the prolongations of the growth into the nasal cavities cannot be determined I Fide Proceedings, 1915, viii from the front, the separation of the main mass from behind permits these prolongations being more easily followed up and dealt with. With the soft palate tied back by two pieces of thin rubber tubing passed through the nostrils and out at the mouth, it is astoniishing the amount of room available-quite as much as that obtained by splitting the soft palate.
(2) The* base of the growth and its extensions or adhesions to adjoining parts of the nasopharynx should be peeled with the periosteum from the bone by means of sharp periosteal elevators, starting posteriorly in close proximity to the growth, and working round and over it as far as the choanal margin from behind forwards and from side to side. In this way the large blood sinuses in the central part of the growth can be avoided. With the patient in the hanging-head position the nasal channels are free to carry off the profuse stream of blood which pours out of the nasopharynx, and this does away with the necessity for a preliminary tracheotomy or laryngotomy and tampon in the larynx.
(3) The growth should not be seized by forceps until its base has been detached, in order to avoid tearing into its central portion. By means of strong clamp forceps the main mass of the growth is then seized and removed by evulsion, tearing away with it the nasal or other prolongations which extend into the adjoining cavities; these are usually much less firmly attached than the base. If, however, they are too firmly adherent to be torn away, curved periosteal elevators passed through the mouth into the choan.e, or through the anterior nares, may be employed to separate them.
(4) The operation should be performed rapidly and no time lost in trying to staunch the excessive hoemorrhage which invariably occurs, but which ceases spontaneously as soon as the growth and its attachments have been removed. There is no doubt but that there are few of these growths that cannot be reached through the natural passages and extracted with less danger and better results than after extensive and disfiguring operations through the face. Resort to such measures is rarely warranted, and certainly not when the growth is in the earlier stages.
DISCUSSION.
Sir WILLIAM MILLIGAN: I think that Dr. Irwin Moore has indicated a very important point-viz., that these large blood-vessels are held by fibrous tissue, and are therefore unable to retract. In other words, they are canalized, and for that reason I think it is advisable, before operating, to tie the external carotid artery; it makes a good deal of difference in regard to, the comfort of the operation, and if it is done immediately before operating there is no time for the setting up of a collateral circulation. If I had known this case was to have beeni brought forward againi, I could have contributed to the disoussion by showing specimens, &c. I want to ask whether any members of the Section have ever had such an unfortunate accident as I had the other day in dealing with a similar case. I was operating on a boy, aged 16, who had a growth as big as that in Dr. Moore's case; I tied the external carotid artery and removed the growth with difficulty. The boy was put back to bed, but in twenty-four hours he became extremely weak and died. We are unable to ascertain any reason for his death; it was not from haemorrhage, as there was so little of that. It is the only accident I have had in such a case, and I have removed a fair number of such growths. With regard to the capsule, I think the fact that these growths almost invariably recur sooner or later is one of the points which make one conclude there is no real capsule, and the microscopic section shows simply a mucous membrane covering, attenuated in some parts, thickened in other parts. As to situation, my experience has not been that they grow from the basi-sphenoid, but from the lateral wall, at the junction of the posterior and lateral walls of the nasopharynx, in the region of the Eustachian tube. Very few of these growths are pedunculated; they have broad-based attachments, so that it is very difficult to get anything like a loop of wire round them. Mr. Guthrie a short time ago published, in the Liverpool Medical Journal, a method of dealing with these growths by removing subcutaneously a portion of the nasal process of the superior maxilla, which gives a much better view from the front and more room for working.
Dr. DUNDAS GRANT: We are indebted to Dr. Irwin Moore for having shown us so beautifully that the vascularity is chiefly in the interior of these growths rather than at the site of origin. I would recommend very strongly the mode of access to them through the nose, passing a periosteal elevator through the nasal passage. With the finger of the operator in the pharynx, one can attack the base very well, especially if they are attached as much to the inner surface of the internal pterygoid plate as to the basi-sphenoid. And we ought to distinguish these sessile growths from those which have their origin in the antrum of Highmore, and which acquire an adventitious adhesion and do not grow from the nasopharynx, though they appear to do so. For the latter cases a different method of treatment has to be carried out-namely, through the antrum. They are apt to be lumped together with the others in compiling statistics, and formulating treatment too. It was instructive to hear what Sir William Milligan had to tell us, and it is, perhaps, because so few of us have had any number of such cases that a similar accident has not come before us. One does not know whether delayed chloroform poisoning or some similar coincidental misfortune may have had something to do with the death.
Mr. W. STUART-LOW: I have had a number of these cases which I have shown here, and they were all successful. I lay great stress upon getting the soft palate out of the way if this is done it facilitates the speed of the operation. This is best carried out by splitting it freely, and then stitching it up after finishing the operation. The easiest and most effective method of controlling the haemorrhage consists in pushing a sponge-holder carrying a small sponge into each nostril. As the growth is displaced the assistant pushes these sponges into position, and so arrests the bleeding.
Mr. HERBERT TILLEY: I submit that there is no one method we can adopt for the operative treatment of these growths. I am rather tired of referring to the case which I have shown here on more than one occasion, in which, after removal of a very large growth from the postero-lateral portion of the nose, there were three separate recurrences. In that patient I split the soft palate and removed part of the hard palate, so that good access to the growth was obtained. But as it recurred, it was obvious I was not getting at the origin of the growth. Dr. Pegler was present at the final operation, when we opened the maxillary antrum, having removed the ascending process of the maxillary bone, and found the growth very firmly attached to the whole posterior wall of the antrum. It is obvious you cannot remove a growth from that position through the mouth: it must be approached through the face. Hence there are contingencies which necessitate operation through the nose or by a modified Rouge's operation. When the growth springs from the basisphenoid, as we used to be taught, one can operate through the mouth by Doyen's method. I do not think these growths spring from the basi-sphenoid as often as from the spheno-ethmoidal recess, so they are not, strictly speaking, nasopharyngeal growths, but post-nasal; and should be classed with diseases of the nose rather than with those of the nasopharynx.
Mr. LAMBERT LACK:
There is no one method of dealing with all these cases; they vary so much that one must be prepared to deal with them in different ways. Some can be removed successfully with a thick wire snare, some require a far more severe operation. In one case, in which I used a snare, the patient remained free twelve years, but he has now a recurrence. In another case I performed the Watson-Williams operation, opening the nose from the front, because the growth spread up into the nose, and I think that was the best method of reaching it. At any rate, the operation was done sqx years ago and the patient remains well. In a number of cases the growths spring from the side of the nasopharynx, where it is impossible to remove them surgically at all, and in such cases I think we should certainly try radium and X-rays.
Mr. E. D. D. DAVIS: I have had four of these cases. In two of them Mr. Waggett and I split the palate, and in two the palate was retracted. The latter two went very much better than the others. In a young subject you get a very good view of the growth by pulling the palate well forward and pushing it up, almost against the roof of the mouth. There were prolongations into the nose. The cases did well, and the sections show that they were fibromata attached to the posterior wall of the nasopharynx.
Irwin Moore: New Instruments for Laryngo-fissure
The CHAIRMAN (Dr. Donelan): I think Dr. Irwin Moore is to be congratulated on his demonstration and the discussion which has taken place. We gather from that discussion, as Mr. Tilley has so well pointed out, that each case requires its own special method of treatment.
Dr. IRWIN MOORE (in reply): In answer to Sir William Milligan, as to tying the external carotid, in looking up the literature in reference to these growths I find a case is reported by an American surgeon in which, though he tied the carotid, the haemorrhage still continued. With regard to Dr. Guthrie's method, he uses a periosteal elevator through the nose. But I think this is beginning at the wrong end because, if, as in my case, there is a prolongation of the growth along the roof of the nose, this interferes with one getting above the base of the main growth in the post-nasal space. I did not know there was a prolongation into the nose in my case until I had got under the periosteum and stripped the growth off the roof of the post-nasal space, and had grasped the growth with forceps; then I found that it was attached to the spheno-qthmoidal recess, and I had to separate it by using a periosteal elevator, passed through the front of the nose. If such prolongations cannot be easily torn away along with the main growth after the latter has been detached, they may be loosened in the above manner. I agree with Mr. Tilley that there may be no one method of removal for advanced cases, but in most cases, and especially in the earlier stages, the procedure described above is certainly the best. (Decembter 3, 1915.) Some New Instruments specially designed for Improving the Technique of the Operation of Laryngo-fissure (Thyrotomy). By IRWIN MOORE, M.B. DEMONSTRATION of some instruments specially designed and recommended by exhibitor for improving the technique of this operation:-(1) Thyrotomy shears.
(2) Thyrotomy saw.
(3) Self-retaining laryngeal retractor.
(4) Intra-laryngeal scissors: (a) straight, (b) curved on the flat, (c) rectangular.
The above named instruments which I have devised for this operation have been for some years in use, though they have not yet been formally introduced to the profession, since it was my desire that they should first stand a fair trial. They are now used and recommended by many of my colleagues.
